cicatricial band above. Injection of wax temporarily relieved the alar collapse, but there has been a relapse. Advice will be welcomed. DISCUSSION. Dr. DUNDAS GRANT: A simple and sometimes effective operation in alar collapse employed when the nose is very narrow is to detach the ala, cutting away a semilunar piece of skin external to it, and stitohing the ala at the outer margin of the raw surface.
Mr. NORMAN PATTERSON: This case can be benefited by inserting a thin layer of cartilage.
Mr. O'MALLEY: This case is the worst type, because the alar cartilage has kinked inwards, and if we attempted to put in cartilage to act as a prop, there would be nothing to cover it, the cartilage being thin and poor. When the alar cartilage was perpendicular, I have inserted a piece of cartilage and widened the nostril to give it a wider base and excellent respiration.
Dr. D. R. PATERSON: In similar cases -I have removed a wedge-shaped piece from the alar cartilage, the vestibular side, with very good results. In syphilitic subjects one can never be certain after operating that there will not be subsequent retraction, even when the syphilis appears obsolescent.
Dr. W. HILL (in reply): As there is a good deal of collapse of the columella, to stiffen the columella as suggested is desirable, but I appreciate the danger of operating on a columella in a syphilitic subject. It is better to use a piece of cartilage from someone else. After I had put in wax on the vestibular side the alar collapse disappeared, but the wax has now disappeared. As a general rule, when one puts wax into the nose it remains, and the case is pronounced cured. A month ago a boy came to me to have wax put into his nose. I had used wax eight years ago on him. He has now got very little wax left there. (3) More extensive sloughing, and therefore more thorough destruction of the tumour. (4) When time is an important consideration possibility of rapid excision followed by diathermy.
Dr. IRWIN MOORE: I show water-colour drawings of a patient aged 75, suffering from epithelioma of the tonsil and tongue. The case was treated by diathermy after ligature of the external carotid. A large cavity is seen after the removal of the growth, and the drawing made one month later shows' healthy tissue without cicatrices.
Mr. E. D. D. DAVIS: I have seen two cases of fatal secondary hmemorrhage from the internal carotid artery following excision of a large growth in the faucial region. In both cases there was an erosion of the internal carotid artery. Tying the common carotid may cause hemiplegia. I had one case of malignant glands in the neck in which the common carotid was tied, and the patient died with hemiplegia. The severe heemorrhage in such cases is from the internal carotid. Ligature of the external carotid in cases of removal of the upper jaw makes no difference to the bhmorrhage.
Dr. JAMES DONELAN: The common carotid should be tied. Some years ago I enucleated the left tonsil in a man suffering from unsuspected Banti's disease. Pressure with Spencer Wells forceps controlled the bleeding until the forceps was removed. It was not possible to ligature the bleeding vessel so the common carotid was tied; the bleeding stopped.
Dr. D. R. PATERSON: In all extensive operations about the tonsils the external carotid should be tied. Anyone who has tried both ways will not hesitate. In cases of large tumours in the antrum, in which much haemorrhage is likely, I frequently ligature that vessel. This procedure gives a clean field, and removes fear of secondary hamorrhage. I advocate it in extensive diathermy operations.
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Dawson: Papilloma of the Nose Mr. W. D. HARMER: Preliminary ligature of the external carotid must be considered in every case of an extensive operation in the pharynx, in the region of the tonsil or lower down. Tying either the common or the internal carotid is useless because if the growth involves either of these vessels it is inoperable. Operations on small growths in the pharynx do not require preliminary ligature of the external carotid artery. Pressure can be applied and if necessary the vessel ligatured should haemorrhage occur.
Dr. H. J. BANKS-DAVIS: Unless anesthetized the patient will not allow pressure from the inside of the mouth.
Mr. NORMAN PATTERSON (in reply): Some of the cases of haemorrhage are very troublesome. The last case I was unable to deal with (he was blue in the face, bleeding severely, and would not keep still) until I did a preliminary laryngotomy. One can never tell beforehand what cases will bleed. I agree that ligature should not be done in cases of small growths.
Case of Papilloma of the Nose. By G. W. DAWSON, F.R.C.S.I. MAN, aged 36, came under my care last November with a history of bleeding from the nose every two or three days foi the previous six months. A mulberry dark red mass was seen anteriorly and posteriorly, filling up the left posterior part of the nose. It was attached to the septum close to its posterior margin, and was firm to the touch. The growth was removed under a general anaesthetic, an attempt being made to strip off the mucous membrane from which it grew. The bleeding was free and the bulk of the tumour much larger than one expected, being sufficient to fill a wine-glass.
Pathological report: " Section shows structure of papilloma. 'No evidence of malignancy." DISCUSSION.
The PRESIDENT: Nasal papillomata are apt to be confused with papillary hypertrophies unless microscoped. To the naked eye the specimen is a true papilloma.
